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	Referral for SPECT


	Patient Information

	Patient’s Name: 
	
	Weight:
	
	Gender:  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female

	Date of Birth: 
	
	Age:
	
	Marital Status: 
	 FORMCHECKBOX 
 Single         FORMCHECKBOX 
 Married
	 FORMCHECKBOX 
 Separated  

 FORMCHECKBOX 
 Divorced 

 FORMCHECKBOX 
 Widowed

	Home Address: 
	

	
	

	Home Phone: 
	
	Alternate Phone:
	

	Name of Parent or Guardian:
	

	
	(Needs to be completed if patient is under 18 years of age).

	Referral Source

	Referral Source:
	Mark Kosins MD  or _________________
	Degree:
	

	Address:
	647 Camino De Los Mares #226  San Clemente, Ca 92673

	Phone:
	949-489-9898
	Fax:
	949-489-2569
	E-mail:
	Markkosins@aol.com or

	
	
	
	

	Professional License No:
	A25406 or _________________
	Patient’s Medication
	Status for Test (circle one)

	Reason for Referral
	
	On
	Off

	Diagnosis: ICD-9 code(s):
	
	
	On
	Off

	Description:
	
	
	On
	Off

	
	
	On
	Off

	Services Requested:
	 FORMCHECKBOX 
 Full Evaluation (history/2scans/follow-up)

	 FORMCHECKBOX 
 Evaluation (historian review/doctor’s evaluation)

	 FORMCHECKBOX 
 Concentration SPECT  FORMCHECKBOX 
 Resting SPECT  FORMCHECKBOX 
 Concentration and Resting SPECT   FORMCHECKBOX 
 On Medication SPECT

	 FORMCHECKBOX 
  Doctor’s Follow-up/Review of SPECT

	Payment Policies:  Please inform your patient that they will be responsible for payment for their services at the time services are rendered.  A $250 non-refundable deposit is required to schedule an appointment.

	Cancellation Policies:  Our office has a 24-hour cancellation policy for scheduled appointments.  Cancellations MUST be received 24 hours in advance and during regular office hours (Monday through Friday 9:00am to 5:00pm).  This policy is required because we must preorder the diagnostic radionuclide for all scans.  Appointments not cancelled with 24-hours notice will be charged the full $400 appointment fee at the clinic’s discretion.

	For Office Use Only:

	First Scan:
	Date:
	
	Time:
	
	Type:  FORMCHECKBOX 
 Concentration   FORMCHECKBOX 
 Resting  FORMCHECKBOX 
 Med F/U

	Second Scan:
	Date:
	
	Time:
	
	Type:  FORMCHECKBOX 
 Concentration   FORMCHECKBOX 
 Resting  FORMCHECKBOX 
 Med F/U

	Evaluation:  
	
	

	History taking 
	Date:
	
	Time:
	
	With:
	

	Doctor’s Evaluation
	Date:
	
	Time:
	
	With:
	

	Doctor’s

 Follow-Up
	Date:
	
	Time:  
	
	With:
	


Amen Clinics Inc., A Medical Corporation


